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Autism and Gender Identity
Yulia Furlong
Abstract
Since the turn of the century, we are witnessing a dramatic surge in the numbers 
of children and adolescents referred to gender clinics, this is happening in the 
context of general increase in numbers of individuals identifying as non-binary. 
The chapter ahead will initially address the shifting landscape of gender dysphoria 
(GD), and provides a comprehensive overview of the latest findings in the fields of 
autism and GF. The higher rates of autism’ diagnosis among gender diverse samples 
prompted the development of several hypotheses that attempt to explain the link 
between autism spectrum and gender spectrum, as well as development of relevant 
clinical guidelines that contain strong advocacy for adolescents with neurodiversity 
not to be precluded from gaining access to gender-related services. In the public 
arena, a highly publicised UK High Court’s case that is commonly referred to as Bell 
v Tavistock highlighted the growing concerns regarding the unexplained surge in 
the number of adolescents identifying as having GF, as well as pointed to the lack 
of evidence that hormones and surgery improve long-term outcomes. The chapter 
explored the recommendations that came out of this ruling and highlighted the 
implications for Australian jurisdiction by illustrating medico-legal changes on 
Perth-based gender services.
Keywords: gender identity, gender dysphoria, autism spectrum disorder,  
sex differences, clinical guidelines, gender reassignment, consent to treatment, 
puberty suppression, cross-hormone treatment
1. Introduction
The empirical and research interest in the topic of gender identity and gender 
diversity in children and adolescents has increased exponentially over the last two 
decades. Such trend has been evident from inspired research activity in the field of 
transgender youth, as illustrated by Figure 1 depicting the steady increase in the 
volume of relevant publications from 1997 to 2016 [1]. Since the turn of the century, 
we are witnessing a dramatic surge in the numbers of children and adolescents 
referred to gender clinics, this is happening in the context of general increase in 
numbers of individuals identifying as transgender. Internationally, this trend is 
well documented in the Western countries, for example in Canada between the 
periods 2000–2003 and 2008–2011 [2], in United States [3], the Netherlands [4], in 
the United Kingdom [5] and in Australia [6]. To address this gap of unmet clini-
cal needs, the dedicated gender identity clinical services have been set up out of 
existing child and adolescent mental health services in collaboration with paediatric 
endocrinology services in order to deliver specialised gender affirming care.
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In the public arena, a well-publicised UK High Court’s case that is commonly 
referred to as Bell v Tavistock [7] highlighted the growing concerns regarding 
the unexplained surge in the number of adolescents identifying as having gender 
dysphoria, as well as pointed to the lack of evidence that hormones and surgery 
improve long-term health outcomes, including suicidal risk. This well-publicised 
court decision caused ripple effect across community of trans activists, gender 
and legal scholars, advocacy groups and service users who are still reeling from 
the ruling. There are loud voices on both sides of the argument with popular 
opinion that this landmark judgement will result in a fundamental transgression 
of trans and adolescent rights. On the other hand, the ruling was welcomed by 
traditionalists and more conservatively inclined “as a victory for common sense 
and safeguarding” [8].
2. Gender identity
Gender dysphoria (GD) has been defined in the Diagnostic and Statistical 
Manual of Mental Disorders, 5th Edition (DSM-5), as a characteristic of the indi-
viduals presenting with incongruence between their natal sex (sex at birth) and 
their experienced gender [9]. The diagnosis is characterised by intense and persis-
tent cross-gender identification, which is often associated with significant distress 
of one’s own assigned biological and social characteristics. The key elements of 
GD’ diagnostic construct evolved from DSM-IV-TR diagnostic criteria for Gender 
Identity Disorder [10] by shifting the focus towards the dysphoria associated with 
the incongruence and moving away from the notion of identity disturbance.
The International Classification of Diseases, 10th Edition [11] describes the 
desire to live and be accepted as a member of the opposite sex as transsexualism, 
under the “disorders of adult personality and behaviour” which limits the use of 
this diagnostic category for children and adolescents. We are looking forward 
to the rolling out of ICD-11 [12] that will come into effect on January 1, 2022, 
as it contains new taxonomies of Gender Incongruence of Childhood (2- year 
duration) and Gender Incongruence of Adolescents and Adults (“at least several 
months” duration, criteria otherwise similar to Gender Dysphoria.) These new 
diagnostic categories moved out of Chapter V and no longer under the “Mental and 
Figure 1. 
PubMed indexed publications from 1997 to 2016 using the search term “transgender youth”. Turban and van 
Schalkwyk [1]. Copyright © 2021 Elsevier Inc. except certain content provided by third parties.
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behavioural disorders” section, instead they can be found under the “Conditions 
related to sexual health”, chapter 17. Such move is justified based on the notion that 
the broader spectrum of gender identity issues is increasingly recognised as part of 
normal human diversity and should not be classified as a mental illness [13].
Gender diversity is an umbrella term that reflects the growing recognition that 
being transgender is part of the continuum of gender spectrum. It is used to describe 
different gender identities in a non-stigmatising way, similar to the way researchers 
use ‘neuro-diverse’ to describe variations in cognitive style that are characteristic 
of autism and attention deficit hyperactivity disorder (ADHD). The diversity in 
Figure 2. 
Genderbread Person v4.0. A teaching tool for breaking the big concept of gender down into bite-sized, digestible 
pieces (author Sam Killermann, [16]).
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gender expression encompasses a range of descriptions, including ‘non-binary’, 
‘transgender’, ‘gender nonconforming’ - that individuals may adopt when their 
gender identity, expression or behaviours do not conform to the expected norms and 
stereotypes of their natal sex [14]. There is a renewed freeing sense that gender is 
more fluid than it was ever thought to be before, and either that gender of self and 
others are less deterministic of who we are or that it is seen as natural that a person’s 
sense of their gender fluctuates. The narrative of suffering and gender dysphoria are 
not universal to Trans’ population and not every gender diverse person hates their 
body, hence it’s important to avoid misleading assumptions. Views about gender and 
sexuality are influenced by multitude of factors, including one’s own orientation 
and identity, personal experiences and upbringing, religious and moral beliefs, as 
well as popular cultural stereotypes. At any given time, gender identity belongs to 
the intersubjective field where possibilities for evolving gendered roles may be cre-
ated, for example, in a situation where women and men may experience the impact 
of hierarchical structures in a workplace that can trigger the identity of dominance 
to emerge as a way of healthy adaptation process.
Two-spirit is a contemporary term adopted by some Native American Nations, 
and Aboriginal peoples to signify their spiritual, sexual, gender, cultural, and 
community identities, and the use of this term has been known to facilitate an 
individual’s reconnection with the tribal understandings of non-binary sexual 
and gender identities [15]. Some traditional Diné Native Americans acknowledge 
a spectrum of four genders: feminine woman, masculine woman, feminine man, 
and masculine man. The term “third gender” has been used to describe the hijras of 
India (male at birth choosing a female identity) who have gained legal identity in 
2014. Third gender also applies to fa’afafine of Polynesian Samoa’s population and to 
‘sworn virgins’ of Albanian Alps. In Thailand one can find up to 18 different gender 
roles, identities and diverse visual markers of masculinity and femininity.
Gender, psychosexual development and identity formation are all intertwined. 
One way to integrate the many components of gender identity and gender expression 
is by utilising the so-called ‘Genderbread Person’ model [16], see Figure 2 above.
3. Psychodynamic underpinning of gender
Psychoanalytic contribution to the study of gender issues first of all belongs 
to Sigmund Freud and his theory of psychosexual development and the recogni-
tion of Freud’s understanding of the ego as body-ego, which is under the influence 
of the id [17]. Freud’s theories are echoed by the contemporary gender theories 
that propose that the id, like genetic material, has male and female impulses [18]. 
Freud also speaks of “psychical hermaphroditism” and human ability to produce 
a different core gender identity under certain conditions, the notion debated by 
Myra J. Hird who argues that there is, at some level, a refusal to allow a person to 
transgress the boundaries of traditional gendered identities as represented in the 
visual ‘cultural genitals’ [19]. Freud saw nature as masculine and coined the phrase 
“anatomy is destiny” [20], that can be summed up as - one’s gender determines one’s 
main personality traits. Nevertheless, with the rise of the feminism, the Freudian 
father-centred theory rooted in the concepts of the ‘penis envy’ and the ‘castration 
complex’ had been gradually replaced by maternal or more gender neutral primary 
caregiver’ determinants [21–23]. Anne Fausto-Sterling suggests that the critical 
aspects of pre-symbolic gender embodiment occur during infancy as part of the 
synchronous interplay of caregiver-infant dyads. Around the time children begin 
to speak, they recognise themselves as distinct entities in the mirror and commence 
their transition to symbolic representation and achieving accurate gender labelling 
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of self and others by the age of three [24]. “Gender is about affinities”– does it feel 
“like me”, or different from me? Gender may remain stable or evolve and change, 
the author urges that clinicians take a dynamic developmental view of gender 
identity formation after into account [24]. Finally, the Lacanian perspective on 
gender difference is rooted in the original concepts that situate in the space between 
life and death and propose that a gender transition is more about strategy of being 
than about sexuality [25].
4. Mental health comorbidities
Review of the recent literature suggests that 0.17% to 1.3% of adolescents and 
young adults identify as transgender [26]. Transgender individuals experience 
disproportionately high rates of negative mental health outcomes, as compared 
with their cisgender heterosexual peers, as well as their gender-normative lesbian, 
gay and bisexual peers [27]. Recent studies have offered a deeper understanding of 
the prevalence of depression among trans- and gender-variant youth, providing 
evidence that rates of depression are 2.4 to 3.5 times higher than in their cisgender 
peers, 50.6% vs. 20.6% in a retrospective matched cohort (n = 360) of 12–29 years 
old patients at community health centre in Boston [28] and 41.3% vs. 11.8% in a 
high school-based sample (n = 8,166) from New Zealand [29]. A study by Veale 
et al. measured stigma-related experiences, social supports, and mental health 
(self-injury, suicide, depression, and anxiety) among a sample of 923 Canadian 
transgender adolescents and young adults aged 14 to 25; they reported that over 
two-thirds (68.3%) of the sample experienced a major depressive episode in the 
past year [30].
The large scale 2015 U.S. Transgender Survey (USTS) with 27,715 respondents 
with a median age of 26 years, found that 40.4% of respondents reported attempted 
suicide in their lifetime, 81.7% of respondents had seriously thought about killing 
themselves in their lifetimes, and 48.3% had done so in the past year while 7.3% had 
attempted suicide in the past year; respondents who reported having a disability had 
higher prevalence on all suicide-related measures than those without disabilities [31].
Another large survey that was primarily capturing an eating-related pathology 
revealed that transgender students had increased rates of eating disorder diagnosis 
compared to cisgender heterosexual women (15.8% vs. 1.85%), this set of data was 
collected from 289,024 students via the American College Surveys from 233 U.S. 
universities [32].
5. Autism spectrum disorders and gender identity
Among the general population, the prevalence of autism spectrum disorder 
(ASD) in children is estimated at 1% with a ratio of 1:42 for boys and 1:189 for 
girls respectively [33]. The evidence that suggests an overrepresentation of ASD in 
gender diverse samples, particularly in children and adolescents [34, 35], is robust 
and largely accepted by scientific community. The association between GD and 
ASD has been of great clinical interest because it has implications for diagnosis and 
treatment.
5.1 Co-occurrence rates
Trans Pathways study conducted in Australian large sample of trans and gender-
diverse young people (n = 859; mean age = 19.4), found that 22.5% of the sample 
Autism Spectrum Disorder - Profile, Heterogeneity, Neurobiology and Intervention
6
reported having received a formal ASD diagnosis, while more than one third 
(35.2%) had highly suspected but undiagnosed ASD [34]. This type of large epide-
miological study is difficult to construe in view of diagnostic imprecision of gender 
dysphoria and heterogeneity of both, GD and ASD constructs and therefore studies 
in this field significantly vary in methodology and chosen diagnostic constructs. A 
focus on diagnosis is less sensitive to the presence of subthreshold or mild autistic 
symptoms, which is why some studies utilised the Broader Autistic Phenotype 
(BAP) that is defined as a collection of sub-diagnostic autistic traits more common 
in families of individuals with ASD than in the general population. Evidence of 
an intermediate phenotype and a latent construct in autism was first reported in 
the landmark twin study of Folstein and Rutter [36]. Jones et al. [37] used Autism 
Spectrum Quotient – AQ [38] to measure BAP in a sample of adults with GD, typical 
adults and adults diagnosed with ASD, and found that 17.5% of the GD sample had 
a score above the AQ cut-off for BAP. Interestingly, more females with GD scored 
above the cut-off than males with GD, which is in contrast to the recognised male - 
female distribution in ASD.
The first systematic study into the incidence of autism diagnosis in young people 
referred to a specialised gender clinic via the use of a diagnostic interview, reported 
an ASD’ higher than expected prevalence rate of 7.8%, and an overrepresentation 
of ASD diagnoses in boys compared to girls with a ratio of 3:1 [39]. While, overall, 
this study was methodologically sound, it sadly lacked a clinical control group for 
comparison. Contrary, the study by Pasterski et al. [40] has shown no difference in 
relation to ASD’ prevalence rate between trans people and the general population 
by utilising the threshold for a potential diagnosis with an ASD-rate of 5.5%. The 
disparity of these findings and the difference in prevalence rates could be as a result 
of the chosen study populations with recognised difference in presentation between 
children and adults, study design and methodology, utilised diagnostic categories 
and assessment tools.
Skagerberg et al. [41] reported ASD scores that fell, on average, in the mild/
moderate range in a sample of children and adolescents with GD with no significant 
difference between boys and girls with GD, and scores that fell in the normal range 
in a control sample of typically developing young people. Skagerberg et al. mea-
sured autistic symptoms using a quantitative measure - the Social Responsiveness 
Scale [42], that was also used in another controlled study of children with GD [43] 
with 44.9% of GD’ sample scoring within the clinical range for autistic traits with, 
on average, moderate scores. This Canadian study also examined risk factors for 
ASD with an overlap of only high birth weight, but not the other risk factors, with 
both, raised gender nonconformity and autistic traits among children with GD [43].
Glidden et al. [44] systematically appraised 19 out of 58 available articles 
regarding the co-occurrence of gender dysphoria and ASD from Medline, PubMed, 
PsycINFO, and Embase databases in the period from 1966 to July 2015. The 
authors of this systematic literature review concluded that the research in to the 
co-occurrence between gender dysphoria and ASD is limited, especially for adults. 
The literature investigating ASD in children and adolescents with gender dysphoria 
showed a higher prevalence rate of ASD compared with the general population. 
Since Gidden’s systematic review, recent well-designed Dutch study confidently 
confirmed an over-representation of symptoms of ASD in children and adolescents 
with GD [45]. Their estimated prevalence of ASD was 14.5%, which is approxi-
mately four times higher than the 3.5% in the normative sample and much higher 
than the prevalence estimate of 1% found in the general population [33]. Their GD 
sample showed elevated levels of autistic symptomatology on all subdomains, not 
just on stereotyped behaviour and resistance to change’ measures. van der Miesen 
and colleagues [45] found that young people with GD had more reported autistic 
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symptoms compared to typically developing children and adolescents, but less 
reported autistic symptoms compared to children and adolescents with ASD.
There seems to be less studies that took an alternative root and investigated 
GD symptoms within an ASD population. Australian survey by George and Stokes 
[46] aimed at measuring prevalence of “gender variance” in ASD and found that 
individuals with ASD of all ages report increased homosexuality, bisexuality, 
and asexuality, but decreased heterosexuality. Sexual Orientation was surveyed 
using the Sell Scale of Sexual Orientation in an international online sample of 
309 young adults with ASD that were screened with Autism Quotient (M = 90, 
F = 219, M = 32.30 years, SD = 11.93) which was compared to sexual orientation 
of 310 controls that were represented by aged-matched neurotypically developing 
individuals (M = 84, F = 226, M = 29.82 years, SD = 11.85). In the group with ASD, 
69.7% identified as non-heterosexual, while in the control group, 30.3% identified 
as non-heterosexual.
Strang et al. [47] found that children with ASD were 7.59 times more likely to 
express gender variance by expressing “wishes to be of the other gender” as per 
Child Behaviour Checklist [48] compared to their neurotypical peers and estab-
lished equal sex distribution for the gender variance. Similarly, Janssen et al. [49] 
found that children with ASD were 7.76 times more likely to express gender variance 
than children from the non-referred comparison group, with no significant differ-
ence between boys and girls. There is a consensus that in most cases, gender diverse 
identities and behaviours are stable and not secondary to ASD but co-occur as an 
aspect of personal identity’ development [34].
The exact numbers accounting for the overlap between autism and gender 
variance has a wide degree of variation, ranging between 6% and 26% of for ASD 
among gender-variant people, while the rate of gender variance among people with 
ASD is estimated between 4% and 8% [39, 49–51].
5.2 Hypotheses attempting to explain ASD/GD association
Gender diverse behaviours, including crossdressing, tomboyism and paraphilias 
in children and adolescents with ASD may be considered as part of the ASD phe-
notype and representations of unusual, restricted interests and the development 
of atypical gender identity in autism could relate to the developmental rigidity that 
is characteristic of autism. This hypothesis focusing on individual psychological 
characteristics and obsessional interests suggesting that gender could be among the 
preoccupations or obsessions often seen in ASD was not fully supported by van der 
Miesen and colleagues [52]. The study of VanderLaan et al. [53], which suggested 
that specifically intense obsessional interests are one of the hypothesised mecha-
nisms underlying the possible GD-ASD co-occurrence. Van der Miesen’s findings 
highlight several subdomains of the autistic spectrum that might be involved in 
this possible association, including social and communication difficulties, but not 
obsessional interests [52].
5.3 Developmental hypothesis
The individuals with ASD might not reach normative flexibility in gender 
development that will equip them with necessary skills to deal with gender variant 
feelings, which might explain the overrepresentation of ASD in GD. Furthermore, 
Robinow [54] suggested that neurobiological abnormalities associated with reduced 
social functioning in ASD, such as those found for frontal and temporal regions, 
might make it difficult for some children to acquire concepts regarding gender 
norms. Clinicians have observed that at least some children with GID misclassify 
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their own gender, even at ages beyond those in which correct self-labelling is 
expected [55]. Social communication deficits might, therefore, underlie the cogni-
tive “lag” that many GD children exhibit in terms of their gender constancy devel-
opment [55].
Erik Erikson described eight stages of psychosocial development through which 
a neurotypically developing adult should pass from infancy to adulthood [56]. As 
articulated by Erikson, Identity versus Role Confusion represents the fifth stage of 
psychosocial development that take place during adolescence between the ages of 12 
and 19. It has been hypothesised that individuals with ASD become acutely aware of 
their uniqueness and differences compared to others during their formative years, 
and, as a result, may develop confusion of identity and identity crisis which could 
include gender nonconforming behaviour and GF.
5.4 Social perception and preoccupations hypotheses
This theory implies that core ASD symptoms of social deficit will likely influ-
ence child’s ability to interpret social cues when it comes to gender conforming 
behaviour and navigating nuanced social interactions with same and opposite peer 
groups. Specific neuropsychological profiles with deficits in “theory of mind,” the 
ability to attribute mental states (beliefs, intents, desires, etc.) to oneself and others 
and recognise that these are different from one’s own, may affect development of 
the “self” in general. When expressing their gender variance and sexuality young 
people with ASD may be less inhibited by the social norms or even more opposi-
tional to social restrictions when expressing their gender variance. It could be theo-
rised that excessively rigid cognitive style or dichotomous thinking pattern could 
predispose a child with ASD to interpret slight gender nonconforming inclination as 
total and fundamental preference.
5.5 Neurodevelopmental masculinisation
The theory of the extreme male brain (EMB) stipulates that individuals with 
autism may develop an extreme variant of the typical male pattern of behaviours 
and cognitions originating from high levels of foetal testosterone [57]. While pre-
natal testosterone is linked to the the association between ASD and GD in assigned 
girls, explaining the male pattern of their identity and behaviour, same theory 
cannot applied to assigned boys. Adolescent girls with ASD had a significantly 
higher prevalence of endorsement of item ‘the Wish to be of the Opposite Gender’ 
compared to adolescent boys with ASD [52]. Thus, Van der Miesen et al. [52] partly 
supports Neurodevelopmental Masculinisation hypothesis but found no significant 
differences in CSBQ total score between boys and girls with GD, and diverging 
gender differences on the subdomains of ASD, which are not all consistent with 
the EMB theory, rendering it highly unlikely [52]. In a comparison sample of 
birth-assigned females diagnosed with GD, Jones and colleagues [37] established 
increased rates of ASD symptoms, while birth-assigned males diagnosed with GD 
did not have increased levels of ASD symptoms. Jones and colleagues hypothesised 
that elevated levels of foetal testosterone may lead not only to reduced empathy, 
reduced social interest, reduced social skills, and more ASD, but also contribute 
to developing GD via neurodevelopmental masculinisation pathway [37]. Among 
adults with ASD, the symptoms of tomboyism and bisexuality were commoner in 
females with ASD, while assertiveness and leadership, the aspects that are consid-
ered to be typically masculine were reportedly weaker in both, females and males 
with ASD, compared with typically developing controls [57]. This data signifies that 
an extreme male pattern might not apply to all aspects of gender roles and sexuality. 
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A brain MRI study in individuals with ASD also found attenuated typical gender 
differences in white matter tracts [58], providing support for gender atypicality as 
one of the potential underlying mechanisms for co-occurring GD–ASD.
5.6 ADHD comorbidity theories
Evidence suggests that core ADHD symptoms and associated externalising 
disorders are overrepresented in both groups of interest, young people with neu-
rodiversity and young people with gender variance. One large retrospective study 
had a surprising finding of a significant overrepresentation of gender variance, 
occurring 6.64 times more frequently among children with ADHD, than among a 
non-referred comparison group [47]. This study determined that parental report 
of gender variance was significantly greater in two groups of children, ASD group 
(5.4%) and ADHD group (4.8%) that collectively represent children with neuro-
developmental disorders, while the proportion of children with gender variance 
among combined medical group (1.7%) and non-referred comparison group 
(0–0.7%) were statistically different from ASD and ADHD groups; gender variance 
occurred equally in girls and boys [47]. In ADHD, impulse control difficulties are 
essential criteria for diagnosis and could potentially affect gender expression by 
reducing ability to inhibit primary gender impulses in spite of societal pressure to 
conform to gender stereotype [47]. Among transgender youth with ASD, children 
and adolescents may be less aware of the social stereotypes, hence the ASD/ADHD 
cohort are likely to ignore the societal influences against cross-gender expression 
and express their gender inclinations more freely or even parade their feelings of 
gender incongruence as an oppositional response to unaccepted societal rules.
6.  Clinical guidelines for co-occurring autism spectrum disorder and 
gender dysphoria or incongruence in adolescents
The initial clinical guidelines for ASD-GD [59] in adolescents have been devel-
oped using Delphi method [60] and contain strong advocacy for adolescents with 
ASD to gain equal access to gender-related services and not be precluded from 
gender affirming care when diagnostic criteria of GD are met. The guidelines 
emphasise the need for carrying out gender assessments in tandem with an in-depth 
consideration and accommodation of ASD-related factors that may impact gender-
related exploration and identify broader needs of neuro-diverse adolescents [59]. 
Since the initial guidelines’ have been publicised, more recent study by Strang et 
al. [61] reported on a proposed community-driven clinical model to attend to the 
broader care needs and preferences of adolescents with ASD/neurodiversity and 
GD. It is also important to engage young people with a lived experience of ASD/GD 
and their carers into a productive dialogue about further services and interventions 
as they hold unique insights into how services can best respond to the complex 
needs of affected individuals and promote many other related domains including 
education, employment, housing and family services. Certainly, there are reports 
that the education and community outreach programs as part of gender diversity 
services are very important to the service users and have grown exponentially in a 
way that was not initially anticipated [62].
Adolescents with ASD may not embody a binary transgender presentation, 
while some may conflate sexuality with gender and need affirming education. In 
the course of psychological therapy, one may wish to explore whether traits of ASD 
such as intense/obsessional interests or social communication deficits contribute to a 
child’s gender schema (e.g. wishing to be a specific anime character) and, eventually 
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determine their gender-nonconforming identity. It is especially valuable to dis-
criminate if ASD’ influence is long-lasting with no alternative gender preferences, 
especially in light of reports that highlighted the desistence pattern of gender variance 
among young people with ASD [54, 63]. The results of these studies should be viewed 
with caution owing to the lack of robust evidence underpinning the conclusions.
Gender transition is a complex multi-stage procedure that could be difficult 
to achieve by individuals with neurodevelopmental disorders, including autism 
and ADHD, as their treatment decisions, planning and follow through may be 
compromised due to a deficit at a higher-level executive functioning. Typical ASD’ 
cognitive profile also implies a certain level of inflexibility and a highly selective 
hyper-focus; these qualities are likely to reduce an individual’s ability to set and 
complete goals [64] and may compete with their care needs and treatment priori-
ties. Having a rigid cognitive set may make it hard for a young person with ASD to 
recognise gender fluidity and to see gender expression as a spectrum; rigid thinking 
may also lead some to assume that having gender incongruence means that they 
must seek affirming medical treatment. These more vulnerable individuals may 
need additional help in navigating the care system and deciding on appropriate 
service and management plan, its important to ensure that they understand that 
gender affirming treatment is optional.
7. Bell v Tavistock and consensus on treatment
More recently, gender affirming models of care have come under the medico-
legal scrutiny and now the issues of consent to gender altering treatments are being 
regular debated as part of legislative agendas in English, European, American, 
Canadian, Australian and New Zealand’s’ family courts.
7.1 Court case details
This came on foot of highly publicised UK-based Bell v Tavistock high court 
ruling in December 2020 that found against Tavistock NHS trust in relation to their 
gender affirming clinic providing “potentially misleading” advice around hormone 
therapy and therefore jeopardising the integrity of informed consent’ gathering, 
thus making consent process legally invalid [7]. This case was brought by Keira Bell, 
a 23-year-old woman who was commenced on puberty blockers at the age of 16 
before desisting and de-transitioning, and who was joined by the unnamed mother 
of a 15-year-old girl with autism who is on the waiting list for gender affirming 
treatment [7]. In their decision, the Rt Hon Dame Victoria Sharp, Lord Justice Lewis 
and Mrs. Justice Lieven, ruled that it unlikely that children under the age of 16 
who were considering gender reassignment treatment were mature enough to give 
informed consent to be commenced on puberty-blocking drugs [7].
7.2 Specific findings
More specifically, the high court determined that:
1. informed consent in the legal sense cannot be given by young persons under 
the age of 13.
2. the court was also doubtful that a young person aged 14 or 15 could fully 
understand the immediate and long-term consequences of the treatment in 
physical and psychological sense.
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3. trans persons under the age of 16 will likely need a court authorisation before 
starting treatment with puberty blocking drugs [7].
7.3 Examining outcomes
In a more nuanced examination of evidence on treatment outcome, the court 
highlighted the finding that the overwhelming majority of patients taking puberty 
blocking drugs proceed to the first step of actual gender reassignment by tak-
ing cross-sex hormones, in some cases 100% of eligible transgender individuals 
who received puberty suppression proceeded to cross-hormone treatment [65]. 
Reflecting on this trend, some critiques of puberty suppression treatment have even 
suggested that puberty blockade ‘locks’ a child into a permanent state of gender 
incongruence [66]. Therefore, describing puberty blockers as simply a “pause 
button,” “completely reversible” or “life-saving” is misleading to young patients and 
their families.
7.4 Gillick competence
In the context of gender reassignment treatment, the Bell v Tavistock ruling takes 
a different view of the Gillick competence and reassesses how a consenting right of 
a person under 16 years of age operates in practice. While considered fundamentally 
progressive and encompassing the right to self-determination and autonomy, the 
Gillick competence could be detrimental to minors and to, so-called, vulnerable 
populations. The high court was also critical of what it characterised as the Tavistock’s 
“surprising” lack of investigation into the steady rise in referrals of native girls and of 
individuals with autism spectrum disorder [8]. Social factors, in particular peer influ-
ence, social contagion, parent–child conflict, and maladaptive coping mechanisms 
may be significant contributing factors in cases of adolescent onset gender dysphoria 
in natal females, recently termed ‘rapid onset gender dysphoria’, a socially mediated 
subtype, the validity of which was disputed by scientific community [67, 68].
7.5 Lack of consensus
The issue of a lack of consensus on current early medical treatment was another 
issue of concern highlighted by the court. Indeed, the clinical guidelines for the 
management of adolescents with GD differ widely with no clear agreement that has 
the backing of the colleges of psychiatry or other leading medical colleges. The Royal 
College of Psychiatrists in the UK takes a conservative view by stating the following: 
“The College acknowledges the need for better evidence on the outcomes of pre-
pubertal children who present as transgender or gender-diverse, whether or not they 
enter treatment. Until that evidence is available, the College believes that a watch 
and wait policy, which does not place any pressure on children to live or behave in 
accordance with their sex assigned at birth or to move rapidly to gender transition, 
may be an appropriate course of action when young people first present” [69]. The 
Royal Australian and New Zealand College of Psychiatrists is currently reassessing 
their position statement by engaging with a working group of relevant experts and 
representative groups, which provides little in the way of direction right now.
7.6 Desisters
In addition to raising the consent issues, the premise of the Bell v Tavistock court 
case also shines the light on the transgender youth who choose to de-transition, as 
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the complainant Keira Bell is certainly not alone in the so-called ‘desisters’ camp. 
According to the Amsterdam outcome study of 77 individuals who were followed 
up from a young age of approximately 9 years (mean age 8.4 years) until adulthood 
(mean age 18.9 years), most children with gender dysphoria will not remain gender 
dysphoric after puberty [70]. This is represented by 43% of original cohort that 
belonged to desistance group who no longer had a desire for gender reassignment, 
as opposed to 27% of persistence group who remained cross-gendered [70]. Many 
children who experience GD will not continue to experience dysphoria into adoles-
cence and adulthood.
The qualitative data that was generated in the same study sample was analysed 
by Steensma and colleagues and represents insightful interpretation of influences 
that determined gender identification for desisters and persisters. Interestingly, 
all subjects representing both groups pointed towards the changes in their social 
environment, physiological and biological changes that were either anticipated 
or took place, and their first experiences of falling in love and developing sexual 
attraction as major influences in their gender related interests and behaviour [71]. 
Taken together, the prior research supports the notion that persistence of child-
hood GD is most closely linked to the intensity of early GD, as well as the amount 
of gender diverse behaviour and body discomfort as a result of the feeling of the 
incongruence between the bodily characteristics and gender identity. There are 
also recognisable differences in motives or cognitive constructs of the dysphoria. 
Although, both persisters and desisters in Steensma et al. study [71] reported a 
desire to be the other gender during their childhood years, the underlying motives 
of their desire differed between persisters who explicitly indicated that they 
believed to be the “other” sex and the desisters who only wished to be the “other” 
sex. Interestingly, the desisters also indicated that their incongruence was more 
likely to be caused by the perceived mismatch of their bodily representations and 
the desired social gender role. In line with these findings, Drummond et al. [72] 
found that girls with persisting GD recalled significantly more gender-variant 
behaviour and GD during childhood than the girls classified as having desisting 
GD. Another study of 139 natal boys with gender identity disorder by Singh [73] 
confirmed the link between the intensity of childhood GD and adolescent and 
adult persistence of GD; Singh also linked the desistence of GD with a higher 
social class.
7.7 Seven points of difference
The high court judgement reads like a cautionary tale remining us that over-
confidence in new treatments is dangerous. With this ruling, the High Court has 
set up an expectation of accountability of the health professionals engaged in the 
provision of paediatric and adolescent medical transition. The issue of consensus 
on best treatment was explored by the recent Dutch empirical ethical study that 
generated seven points of difference that needs resolving before the views on 
treatment could be unified [74]. Among these seven contentious points are follow-
ing themes:
1. a sound explanatory model for GD
2. the heterogeneity and the diagnostic construct’ stability of GD
3. the role of comorbidity
4. the recognition of normal gender variation
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5. an issue of social contagion
6. the implications of medical treatment, and finally
7. the validity of consent, recognising complexities around parental rights to 
consent and ability to understand where the person is on their transgender 
journey, believing in people trusting themselves and being in charge of their 
bodies and their own destiny.
Most of these queries remain either unexplained or fraught with controversy at 
present, hence, we require more strict system of checks and balances to deliver the 
right treatment for GD’s sufferers.
8. Perth experience
The Gender Diversity Service (GDS) located at Perth Children’s Hospital (PCH) 
in Western Australia, has been specifically designed as a dedicated tertiary specialist 
service for children and adolescents who present with clinically significant forms 
of GD. The author’s first-hand experience of working in GDS gives her additional 
insight into the benefits and challenges of operating of such Tier-4 clinical service. 
GDS is a state-wide service that that has been set up in 2015 as part of local child 
and adolescent mental health services to provide assessment, consultation and 
gender-affirming treatment for young people under 18. From the outset, this 
recently established public service has been committed to embedding research in 
everyday care by developing a longitudinal cohort database “The GENder identiTy 
Longitudinal Experience” (GENTLE) and attracting research staff to their multi-
disciplinary team [13]. GDS has been conceptually developed with so-called Dutch 
model of care in mind after the process of comprehensive national and interna-
tional consultation and developing adequate skill base.
For the purpose of this publication, the author wanted to use Western Australian 
example in order to illustrate how does influential Bell v Tavistock ruling affect 
other jurisdictions. The Australian legal system historically takes a very respectful 
view of advances in English law, and it is assumed that an Australian judge would be 
expected to give significant weight to the Bell v Tavistock ruling. Australian ser-
vices, such as PCH GDS, are following the recommendations from Bell v Tavistock 
ruling and there is a sense that Australian health practitioners would be viewed in 
a negative light if they were aware of the Bell v Tavistock ruling but continued to 
practice in a way that is not consistent with court’s recommendations. The Court 
authorisation is intended to take into consideration the young person’s best interests 
as well as the court’s view of their capacity and will provide some validation to the 
consent gathering process and lend some additional support and security for treat-
ment to be considered medico-legally sound.
From now on, all young people under 18 who wish to start new puberty sup-
pression treatment or cross sex hormone treatment will need to go through the 
Family Court via Legal Aid and gender service providing necessary mental health 
and endocrinology reports to the court. Regardless, if both parents consent, or/
and if the gender clinician determines that the young person does have capacity to 
consent, the decision to treat is to be taken to the Family Court to provide a further 
level of authorisation. On a positive note, it could be opportunistic that a new body 
of case law, arising from young people’s cases, may establish Australian precedents 
which could support young people in accessing gender affirming health care in 
Australia and internationally.
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9. Conclusion
In conclusion, taking into account latest research findings and vast body of 
information generated and shared by specialists and researchers in both fields, 
autism and gender identity, the evidence is supportive of higher rates of clinical 
diagnoses of ASD among gender diverse samples, including social deficit and vari-
ous degree of restricted and repetitive behaviours, thus confirming a link between 
autism and gender incongruence. The scientific community is concerned that 
dismissing gender variance as another manifestation of autism may place affected 
individuals at risk and delay people with ASD accessing gender diversity services.
With regard to diagnostic process and increased recognition of heterogeneity 
that exists within transgender youth populations, there is a growing concern that 
the current diagnostic categories do not adequately differentiate the children with 
true forms of GD from those who show merely gender nonconforming behaviour. 
Clinically, the intensity of early GD is an important predictor of persistence of GD 
and may help clinicians to accurately discriminate between persisters and desisters 
before the start of puberty. Some experts believe that the clinical recommendations 
should be separated between natal boys and girls, as their presentation of GD is 
distinct with different predictive factors for the persistence of GD.
The international commitment to rigorous clinical research in the area of gender 
diversity and running more naturalistic studies that are unaffected by a clinical con-
text, will hopefully provide us with reliable and safe treatment options for children 
and adolescents experiencing gender dysphoria. Until that time we will be explor-
ing all available options with young people and their families before undergoing 
invasive interventions with unknown long-term implications. For now, the enor-
mous, growing body of knowledge on gender dysphoria requires synthesis, integra-
tion, and generation of sound clinical recommendations. There is a call for more 
systematic and adequately powered multi-centre studies that are expected to move 
beyond a confirmation of the existing overlap between ASD and GD and towards a 
translational research into the underlying causes of the overlap between these two 
spectrums of autism and gender diversity, as well as offering insight on how autism 
presents in gender-diverse people. I would like to end with a notion that a gender 
curiosity, “fantasy that one can change one’s gender on demand” [75] sometimes is 
just that; and at least for some, this fantasy is better than reality of gender reas-
signment. Knowing that may open our minds to more sensitive and exploratory 
approach that informed by therapeutic listening, mentalisation, non-judgmental 
positive regard with empathy, respect and ability to tolerate uncertainty.
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